CHICAGO, ILL.
(Complete paper appears on page 689) DISCUSSION DR. EMANUEL M. SKOLNIK: A few points might be stressed. On examination of the x-ray films the convexity of the lesion is more significant than the irregularity in each case. In the literature we find that most patients presenting this lesion are under the age of 30. Frozen sections are not of great value, and one learns to use clinical judgment rather than section. On examination at surgery, the tumor presents a very granular type of tumor which almost crunches when it is removed. The diplopia present was due to involvement of the intraorbital plate in two cases.
DR. BURTON J. SOBOROFF: We have seen two instances of such tumors, one in the frontal region and one in the antral region, both of which were very extensive. Each showed the same benign picture. One was in a relatively young man who had done a great deal of boxing in school and in the Navy; he developed a swelling in the antral region. The other was in a woman a little older. In each case we performed an extensive operation.
DR. ELMER A. FRIEDMAN: I should like to bring out a point mentioned by Dr. Fornatto about the relationship of these tumors to monostotic fibrodysplasia, About nine years ago a young boy was referred to me with a tumor occluding the right external canal. X-ray of the mastoid showed a destructive process of the right mastoid bone.
The tumor of the canal was, biopsied, and the pathologic report was of ossifying fibroma. A mastoidectomy was done and the tumor, which involved the entire mastoid was removed as completely as possible. It had destroyed the posterior canal wall and occluded the canal. It was found to have enveloped the facial nerve. The facial nerve was laid bare from the horizontal canal to the stylomastoid foramen. It hung like a telephone wire without support. Postoperatively the patient had complete facial paralysis which cleared completely after several months. After great difficulty the pathologist rendered a diagnosis of ossifying fibroma, locally malignant. Because of this the patient was given postoperatively a cancerocidal dose of radium therapy. Healing was uneventful, the posterior canal wall reformed, the hearing became normal, and the patient is normal as of this time. Comparing the slides with subsequent reports in the literature I though it would have been better diagnosed as monostotic fibrous dysplasia. Had this diagnosis been made I would not have had so much anxiety, I would not have told the parents there was a malignant quality to the tumor, and I would not have used radium postoperati vely.
DR. Et.ro J. FORNATTo (closing): Dr. Soboroff mentioned a patient who had been a boxer. Very probably that lesion was monostotic fibrous dysplasia which represents an abnormal response of the bone to trauma.
As to total removal of the tumor-we did not remove it as widely as might have been done, and we did not get recurrence. The picture I showed was taken two years after operation and there was no sign of recurrence. We feel that we should not cause disfigurement by complete removal, but we do remove as much as possible without disfigurement. If it should recur, partial or total resection is indicated.
With regard to Dr. Friedman's case, there are two cases of ossifying fibroma of the mastoid reported in the literature. Unfortunately, we cannot make a clear-cut distinction between the two conditions. The only difference that exists is a prevalence of spherical islets in ossifying fibroma over the bony spicules characteristic of monostotic fibrous dysplasia. However, there are people who have demonstrated that there are intermittent stages between the trabecular and spherical types. Others have even considered the two terms as synonymous for the same condition. Nowadays, a histologic differentiation is impossible, in our opinion. (Abstract) 961 Two cases of otogenic brain abscess were presented with varying clinical pictures. The first patient was a 30 year old white male who developed an acute exacerbation of a chronic otitis media of the right ear. The chief symptoms were pain in the right temporal region associated with fever and chills. The presence of an increased spinal fluid pressure occasioned mastoid exploration where pus under pressure was found. The expected improvement following this surgery did not take place and, with the development of papilledema, a brain exploration was performed and a large temporal lobe abscess found and drained successfully.
The second patient was a 60 year old white male who developed an acute exacerbation of chronic otitis media of the left ear which did not respond to antibiotic measures. Accordingly, the mastoid was explored and here also pus under pressure was found in the mastoid cavity associated with a definite cholesteatome. The postoperative recovery was excellent, but fourteen days later he developed signs of intracranial pathology and brain exploration was advised. A large abscess of the left temporal lobe was uncovered and drainage was instituted, with a final excellent result. Recovery in both cases has been complete.
DISCUSSION
DR. ROBERT LEWY: I have a rather deep interest in both these cases since I was responsible for the initial radical mastoidectomy. Probably there are several questions that may be germane to this discussion. The most pertinent is, why were the patients not operated upon for brain abscess at an earlier date? There were not sufficient signs and symptoms to justify the diagnosis of brain abscess. The first case showed only somnolence, which was rather better after mas-toidectomy. It was only when it became very suddenly more severe and papilledema was found, that we decided to put in a needle. Circumstances must justify such radical action. The next question is, when does one operate? Operation for brain abscess is performed when its presence is reasonably established. In the first case it was fairly clear that something was going on, and it was strongly suspected to be in the temporal lobe. The increase in somnolence, however, pointed to its being localized in the subtentorial area.
The second was more complicated in some respects, and not in others. One man thought the patient had lateral sinus thrombosis, which accounted for the septic curve. Others of us argued that the original septic curve was not vascular in origin. Then a second dissent caused us to call for a neurosurgeon. He did not feel that there was an abscess but that there was a vascular accident. That, combined with the temporary paralysis helped pretty well in localizing the lesion, but it was difficult in the face of an expert opinion to the contrary to insist that a brain abscess was present. The result, however, proved this hypothesis to be quite correct.
DR. THOMAS C. GALLOWAY: In the old days this would have been the opportunity for a long acrimonious debate about how to treat brain abscess. At Cook County Hospital, Pearlman said to operate on a brain abscess when you had a diagnosis. It was my feeling that operation should not be done until it was walled off. The danger of rupture into the ventricle and of disseminated meningitis made early intervention hazardous and I think it was an advantage to wait. But recently I saw Dr. Tarkington handle a brain abscess in a more modern way. He dissected out the abscess relatively easily and I think the danger of scar tissue and secondary infection is slight with antibiotics. Dr. Alexander of Vienna had been very proud of his early results half a century ago, but on following them up later found most of them in asylums. We can be very grateful for this better handling of otogenic disease.
DR. MAURICE F. SNITMAN (closing): I agree with Dr. Lewy about the question of delaying exploration because of the fact that in the first case all the symptoms, bradycardia, initial spinal fluid pressure of 300 mm of water, somnolence and low fever could well have been due to otitic hydrocephalus. I think most of us would have withheld surgery further. The second case was interesting in that the patient, having such a large abscess, following the mastoidectomy just went about his usual duties in a fairly normal manner, and the possibility of intracranial pathology would be difficult to suspect. In both cases one would expect some degree of facial weakness, but none was found at any time. As a general rule, the fundamental therapy is drainage from the abscess through an adequate dural incision. We are very pleased with the postoperative progress of both patients. (Complete paper appears on page 718) DISCUSSION DR. LAWRENCE ]. LAWSON: Dr. Soboroff has given us an excellent discussion of the character of this tumor. I encountered many of the same problems with a patient of mine, particularly with the inaccessibility of the tumor origin and the impossibility of wide margin removal.
Chondrosarcoma of the
My patient is now 80 years of age. She is very uncomfortable and requires continuous medication for pain. Dr. Gordon New removed the first tumor which originated from the left side of the nasal septum. The diagnosis was chondroma. She was not seen until she appeared five years later at our clinic. She complained of right nasal obstruction and pain over the right antrum. The septum had been invaded by the tumor, which had also extended toward and into the right antrum. It has since invaded the orbits and there is now complete nasal obstruction; she is blind from tumor pressure and tumor occlusion. A further report on this case will be given as opportunity permits. We have used deep x-ray therapy, which was for a time effective in decreasing the volume of the tumor. Perhaps extensive removal of the nasal septum at the time of the original operation might have eradicated the tumor.
DR. THOMAS C. GALLOWAY: I wonder if there may not be a better approach to this situation. Dr. Soper and I had a patient with a chondroma which had replaced the septum and sphenoid body. Operating within the capsule by a coring technique, I found everywhere smooth glistening capsule; there was no infiltration beyond it. That patient, who was in her seventies, went along for three or four years and died of something else. I planned to operate on another case and was considering a technique which might have been satisfactory. It had a well defined peri-chondrium of doubtful malignancy. I think some of these tumors must develop from the perichondrium and if one could approach them from the inside and use zinc chloride to destroy the perichondriallining the result might be better. If the capsule is torn one gets dissemination. If one can destroy the tumor and capsule with diathermy I think it is advisable, but it is almost never possible.
DR. M. F. SNITMAN: The photomicrographs clearly indicate a diagnosis of chondrosarcoma, and the post mortem findings are evidences of its growth potentialities. However, even the diagnosis of a true chondroma should place the clinician on guard and institute radical measures. An exact determination of the sarcomatous qualities in a supposedly benign chondroma is very difficult, and the interpretation will vary among several pathologists. Our experiences with such tumors, although infrequent, have been very unpleasant.
DR. BURTON J. SOBOROFF (closing): It seems to be fairly well agreed in most of the literature, including that of Geschicter, Copeland, Coley and all the others, that the treatment of choice in chondrosarcoma is rather wide excision, in any case where they try to conserve function.
If we were fortunate enough to see these cases early, with the means at hand surgically, and the Fergusson type of incision which gives good exposure, I think wide surgical excision could be accomplished without extensive disfigurement and with much better results. 
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